Work stress is widely thought to be a significant problem in the health and community services sector. We reviewed evidence from a range of different data sources that confirms this belief. High levels of psychosocial risk factors, psychological health problems and workers compensation claims for stress are found in the sector. We propose a multilevel theoretical model of work stress to account for the results. Psychosocial safety climate (PSC) refers to a climate for psychological health and safety. It reflects the balance of concern by management about psychological health v. productivity. By extending the health erosion and motivational paths of the Job Demands-Resources model, we propose that PSC within work organisations predicts work conditions and in turn psychological health and engagement. Over and above this, however, we expect that the external environment of the sector particularly government policies, driven by economic rationalist ideology, is increasing work pressure and exhaustion. These conditions are likely to lead to a reduced quality of service, errors and mistakes.
Work stress is a significant risk factor for both physical (e.g. cardiovascular disease (CVD); Belkic et al., 2004) and psychological health (e.g. depression; LaMontagne et al., 2008) . Stress-related illnesses are forecast to be the leading causes of the global disease burden by 2020 (Murray & Lopez, 1996) . Ecnotech (2008) estimates that stress-related lost productivity costs Australia around $14.8 billion annually or 1.78% of GDP. Similarly, Kessler et al. (2009) estimate that depression, an outcome of work stress, costs more than $36 billion annually in the US from the resulting productivity loss.
Occupations in the health and community service sector, such as nursing, social work, medicine, rehabilitation work and welfare work, are widely regarded as stressful (Dollard et al., 2006) . In this editorial, we review the evidence for this claim. Firstly, we review current theoretical frameworks that help us describe, explain and predict when, how and why work stress will occur. Then, we examine the commonly identified stressors in the sector. We review the status of interventions for work stress prevention in the sector, and finally we offer a theoretical way forward.
Stress in the health and community service sector
International reviews of the empirical evidence conclude that the levels of work stress in the health and community services sector are high (Bakker et al., 2000; Michie & Williams, 2003; Dollard et al., 2007; Kumar, in press) . A recent Canadian study of over 77 000 participants found workers in the 'nursing and residential care facilities' industry had the eighth highest risk of poor mental health out of 95 industries (Marchand, 2007) . Australian workers compensation data corroborates this and shows that the health and community services sector recorded the highest rate of mental stress claims per 100 000 employees in 2007 -8 (Productivity Commission, 2010 .
Using recent interview data from the Australian Workplace Barometer project collected in 2010 from workers aged 18 to 82 from three Australian states, New South Wales, Western Australia and South Australia (N = 3217), we compared the health and community services sector with 16 other industry classifications in terms of health risks and psychological health outcomes. ( Relative to other industries the health and community services sector showed higher levels of known stress risk factors, including emotional demands, harassment, workplace bullying and psychological demands (i.e. work pressure and workload) than other industry sectors. Remarkably these risk factors were significantly higher than nearly every other industry. In terms of psychological health outcomes (i.e. psychological distress, emotional exhaustion and depression), again the level for health and community services sector was high in comparison with other sectors.
Together these results confirm that workers in the health and community services have the highest levels of psychosocial risk and relatively high levels of psychological health problems.
Unifying stress frameworks
Several work stress theories have been proposed to explain how, when and why work stress occurs. Prevailing dominant work stress theories mainly focus on the work context particularly job design elements (e.g. Job Demands-Control model, Karasek, 1979 ; Effort-Reward Imbalance model, Siegrist, 1996) as precursors to adverse health and work effects. These theories, in general, have received significant empirical support in the literature. A more recent theory, Job Demands-Resources (JD-R) model (Demerouti et al., 2001) , categorises occupational stressors as job demands and job resources. Job demands are 'things that have to be done' and refer to those psychological, physical, social or organisational aspects of the job that require sustained physical and/or psychological effort (Schaufeli & Bakker, 2004, p. 296) . Job resources are physical, psychological, social or organisational aspects of the job that may (a) aid in achieving work goals; (b) reduce job demands and the associated physiological and psychological costs; and (c) stimulate personal growth and learning (Schaufeli & Bakker, 2004, p. 296) . JD-R theory links stressors (demands and resources) to both health problems and positive work behaviour, such as engagement, via two separate psychological process pathways (Bakker & Demerouti, 2007) . The first is a health erosion process (see Fig. 1 ), whereby efforts to cope with chronic job demands leads to over-taxing and an erosion of a worker's energy reserve leading, in turn, to negative responses (e.g. psychological distress), and in the longer term to psychological injury (e.g. depressive disorder) and health problems (e.g. CVD). The second process is a motivational process such that adequate resources (e.g. control) may be intrinsically and extrinsically motivating leading to engagement and in turn to positive organisational outcomes (e.g. improved performance). The JD-R framework is important because it highlights the interplay between health and performance outcomes. 
Stressors and strains in the industry
Several reviews shed light on the most prevalent stressors in the sector because of their associations with adverse health and work outcomes. Michie & Williams (2003) in a review (1987) (1988) (1989) (1990) (1991) (1992) (1993) (1994) (1995) (1996) (1997) (1998) (1999) of the health care sector, found long work hours, work pressure, work load, lack of participation in decision making, lack of control over work, poor social support, work role and unclear management were the most significant stressors. McVicar (2003) in a review of nursing studies (1985) (1986) (1987) (1988) (1989) (1990) (1991) (1992) (1993) (1994) (1995) (1996) (1997) (1998) (1999) (2000) (2001) (2002) (2003) , found workload, leadership management style, emotional demands, lack of rewards, working shifts and professional conflict as the main sources of stress. Dollard et al. (2007) reviewed 35 studies of the health and community services sector (1999) (2000) (2001) (2002) (2003) (2004) , and found that the most common stressors related to quantitative demands (e.g. how much work is required and working hours) as well as qualitative demands (e.g. emotional demands and cognitive demands). Low resources are also identified as stressors in the sector. Dollard et al. found low job control, low support, low rewards, high effort-reward imbalance, role stressors, interpersonal conflict and low organisational justice as major resource factors associated with distress. On balance Dollard et al. (2007) concluded that results were consistent with the JD-R model: high demands combined with low resources were associated with adverse health (e.g. psychological and physical) and organisational impacts (e.g. sickness absence and reduced job satisfaction).
Several stressors warrant special attention because of their profound effect in the sector. Because many workers in the sector are in direct contact with clients, workers may experience a range of taxing emotional demands that may frequently manifest as traumatic and acute stressors, such as violent incidences that arise from working with dangerous or violent clients, child protection traumas or death of a co-worker (Dollard et al., 2007) . Violence against health workers is an increasing problem (Brooks et al., 2010) particularly in mental health units and emergency departments (Benveniste et al., 2005; Bowers et al., 2007) , ambulance services, drug and alcohol clinics, the agedcare industry (Mayhew & Chappell, 2003) and among nurses in remote and isolated settings (Opie et al., 2010) . Bullying has also been identified as a major stressor in the sector within Australia, possibly emerging from the hierarchical structure of hospitals and the financial strain hospitals in the public sector experience (Mayhew & Chappell, 2003) . The health and community services sector accounted for around 10% of all employment in Australia yet accounted for 21.6% of newly accepted mental stress claims in 2007-8, with 24.0% of all mental stress claims due to bullying/ harassment (Productivity Commission, 2010) . There is a clear over-representation of workers compensation claims for the industry in relation to bullying. However, as noted earlier in the Australian Workplace Barometer project, self-reports of being bullied in the sector were the highest. This is important to note because in private, workers are reporting bullying; the observation of high claims is therefore not readily ascribed to a propensity of the sector for workers compensation.
In relation to stress outcomes, the most important outcomes may be surmised from the frequency of research investigation (Dollard et al., 2006) . For psychological effects, they are emotional exhaustion, depersonalisation, psychological distress and personal accomplishment. For physiological outcomes, they are physical health and psychosomatic health complaints. For work outcomes, they are job satisfaction and sickness absence. Violence is found to relate to the serious post traumatic stress disorder (Opie et al., 2010) . Overall the reviews of work stress in the sector show strong associations between work factors and adverse health and organizational outcomes (Dollard et al., 2006) .
Progress in intervention research
Given the empirical evidence regarding the levels of stress in the sector, researchers have implemented and evaluated interventions to address work-related stress. On the basis of evidence linking work conditions to worker-health outcomes, interventions that focus on modifying the work environment should feature prominently. Researchers evaluated 38 intervention studies (Fig. 1 ) that were conducted in the health and community services sector (1990) (1991) (1992) (1993) (1994) (1995) (1996) (1997) (1998) (1999) (2000) (2001) (2002) (2003) (2004) (Dollard et al., 2006) (32%), either alone or in combination with other types. Particularly studies including O approaches, reduced work stressors suggesting that they are not immutable but are amenable to change; those combining various individual level interventions were effective in reducing short-term symptoms. Without even considering the efficacy of the interventions themselves, the evidence suggests that many of these studies are illtargeted (i.e. not focused on work stress sources) and are therefore likely have little effect in the long term for reducing stress. The most beneficial intervention is likely to embrace a combination of targets.
The genesis of new theorypsychosocial safety climate (PSC) work stress theory A problem in the work stress literature is that the research identifies work-related stressors, yet interventions predominantly focus on individual factors. Further, understanding of the work stress process is guided by major theories that emphasise job design components. The research that has been inspired by these theories is possibly additionally compromised, because it is monolevel, focusing on individual perceptions of job design. Several researchers have called for multilevel theoretical models and research to explain the work stress process (Bliese et al., 2002; Sauter et al., 2002) and move beyond individual phenomenon as explanations for work stress.
The question must now be raised about the 'causes of the causes'. What are the conditions within organisations that give rise to prevailing work conditions? Here we propose a healthy conducive production model (Dollard & Karasek, 2010) , whereby production goals are considered as important as the psychological health of workers. If management is concerned about the balance of production goals and the psychological health of workers, and we expect that work conditions will also be balanced. Job demands will be manageable, because job resources are adequately supplied. We expect that organisational systems, policies, practices and procedures will reflect the production-health balance. The philosophy, values and actions of management give rise to what we call the PSC of an organisation.
PSC refers to a climate for employee psychological health and safety, and encompasses four inter-related principles: (1) the level of senior management commitment and support for stress prevention; (2) the priority management gives to psychological health and safety v. productivity goals; (3) organisational communication upwards and downwards in relation to psychological health and safety; and (4) the extent of participation and involvement by managers and workers in relation to psychological health and safety (Hall et al., 2010; Dollard, 2011) . PSC is measured by aggregating perceptions of workers about these aspects to a unit or organisational level. In an Australian study of remote area nurses from 48 work units across the nation, assessed on two occasions (N = 190, Time 1; N = 163, Time 2), we found that between 15 and 24% of the variance in PSC was due to the unit to which the workers belonged (Dollard et al., n.d.) . This shows that at a local level, management creates variation in PSC. This, is turn, has important implications for work conditions, health and productivity.
PSC contextualises the predominant work stress models by foregrounding working conditions; in effect, as a 'cause of the causes'. Senior managers play a significant role in allocating resources and establishing the tone of organisational climate (Flin, et al., 2000) . Theoretically, in high PSC contexts where managers are concerned about worker well-being, they will ensure that the demands workers face is manageable. Therefore, PSC is an indicator of job demands which in turn predicts stress outcomes. This leads to an extended health erosion hypothesis of the JD-R theory (see Fig. 2 ).
As leaders are responsible for the way jobs are designed (Yukl & Fu, 1999) , in high PSC contexts managers will also ensure that workers have sufficient resources to do the job. Therefore, we expect a positive relationship between PSC and resources. Previous research shows the relationship between leadership for positive emotional climate and organisational performance, e.g. revenue growth (Ozcelik et al., 2008) and we suggest that this occurs via job resources and engagement. Accordingly, we propose an extended motivational path, wherein PSC is an indicator of job resources and, in turn, engagement and positive outcomes (see Fig. 2 ). A recent meta-analysis shows that the health erosion and motivational pathways are mechanisms via which demands and resources relate to safety outcomes (Nahrgang et al., 2011) . Previous research also links work stress and medical errors (Jones et al., 1988) . We expect, therefore, that PSC will precipitate these paths and is therefore a lead indicator of safety outcomes, accidents, errors and injuries, and also of quality of service and care.
Evidence is mounting about the importance of the PSC context in organisations. In relation to its 'cause of the causes' or possible 'preventative function', Dollard & Bakker (2010) found that high PSC was longitudinally related to lower emotional demands, work pressure and increased skill discretion. In turn these demands and resources carried the effect of unit level PSC onto perceived psychological health status. These findings provide strong evidence for how PSC links to health outcomes; likely via policies, practices and procedures that are implemented in relation to job design.
In relation to its amelioration or moderation function, PSC acts like a higher level support variable by providing the imprimatur for instrumental support (e.g. trained peer support) or by providing a context where workers feel comfortable utilising available resources to cope. Several studies have shown that the detrimental effect of demands on psychological health is moderated in the context of high PSC (Dollard & Bakker, 2010; Law et al., 2011) ; and PSC at high levels moderated the effect of bullying on posttraumatic stress disorder (Bond et al., 2010) .
Finally, in relation to its latency for hazardous behaviours, Law et al. (2011) found evidence that PSC acts as a latent pathogen for hazardous behaviours such as bullying and harassment. Organisations with high PSC are expected to have policies, practices and procedures regarding appropriate workplace behaviour that are strongly and consistently enacted. In the absence of policies and actions, bullying and harassment are tacitly condoned. In sum, PSC serves both a preventative and an ameliorative function in the development of work stress and is, therefore, an optimal target for primary and secondary intervention.
As we have been discussing, the aetiology of work stress is multifactorial in nature. A particularly useful framework for conceptualising these influences was proposed by the National Institute for Occupational Safety and Health (Sauter et al., 2002) ; the person at work is nested in multiple contexts (the external, organisational and work contexts), and each context exerts an influence on the health of the individual worker. Even beyond job design, and organisational influences such as PSC, factors external to the organisation may exert effects on the worker.
Public sector health agencies, in particular, respond to the vagaries of government policies and regulations. In recent years, the Australian public sector like many other sectors world-wide has been driven by economic rationalist policies that drive management systems to focus on efficiency and competition (Noblet et al., 2006) . Managed care is a technique used in the US to deliver a more efficient health care system, and is influential now in countries including Australia. Research from the US shows that physicians working within this framework are generally less satisfied with their jobs (Linzer et al., 2000) . They found among 2326 respondents that although there was more satisfaction with autonomy and administrative issues, physicians reported less satisfaction with resources, and relationships to staff and the community. They also reported less time for patients, and felt they needed more time, compared with physicians working in other practice settings. Evidence is building that these systems compromise professional-client relationships, and work pressure may lead to increased errors.
In conclusion, evidence suggests that levels of stress in the sector are high, and this coincides with high levels of risk (i.e. increasing emotional demands and work pressure). To help understand the stress process, we proposed a multilevel theoretical framework of work stress whereby PSC predicts work conditions, and triggers the health erosion and motivation pathways. Importantly, in the sector, this model could explain safety performance and quality of care outcomes. Beyond this, the impact of government policy, regulation and high performance systems in the sector seem to be taking their tollthis aspect needs urgent research attention.
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